Patient safety and risk management
Starting, as we should, with the patient, the goals of patients and potential patients are clear: to obtain the highest quality care that is also safe. 1 Some progress has been made in improving the safety of medical care. There is now a broad appreciation of patient safety as a key goal of health care and acceptance that system factors are the primary cause of error. 2 There has also been a demonstrated improvement in specific problem areas. Findings from the US show a decrease in blood stream infections, catheter-related urinary tract infections, falls, pressure ulcers, and adverse drug events from 2010 to 2014, with a cumulative decrease of 2.1 million fewer harms to hospitalized older adult patients. 3 Care is safer for people hospitalized for myocardial infarction and congestive heart failure. 4 There was a 45% reduction in preventable adverse events in Dutch hospitals between 2008 and 2012, particularly in older age groups and surgical cases. 5 But threats to patient safety have arisen on new fronts and persist in others. The rise of health information technology has created new mechanisms for error and patient harm. 6 Wrong site surgery is targeted as a "never" event, but still occurs at alarming rates. 7 Although some interventions have proved effective, many more have been ineffective. 8, 9 Even where there are known effective solutions, implementation is spotty, like the WHO surgical safety checklist in England, where implementation has varied greatly between and within hospitals. 10 Overriding all, the culture of blame remains a tenacious foe to improving patient safety. 2 Unsafe care is a global problem. A study found that seven specific adverse events account for 43 million injuries yearly, making preventable harm rank as the 20th most common cause of overall morbidity and mortality worldwide. Importantly, about two-thirds of these adverse events occurred in low-and middleincome countries. 11 Unfortunately, there is a disturbing lack of information about safety from low-and middle-income countries. 12 Even in higher income countries, there has been little research on some ubiquitous problems like diagnostic error. 13, 14 Research in patient safety is maturing, but funding is still small in proportion to the burden of harms. There are many problems with measurement that make it difficult to recognize the progress. 2 Finally, there are abuses. Historically, the healthcare system has been better designed to cover up its errors rather than prevent them, and there are cases in which this occurs. 15 The failure by physicians and health systems to disclose adverse events to patients adds insult to injury. 16 In some cases, poor quality of care has been allowed to cause repeated harm over periods of years. 17 These troubling situations sustain a core of aggrieved, angry, and frustrated patients and families who distrust the health-care system.
On an adjoining medico-legal front, malpractice litigation is growing. 18 The goals of malpractice law are similar to those of patient safety: to deter unsafe practices, to compensate patients injured through negligent care, and to exact corrective justice on errant practitioners.
Some of the tenets of malpractice law run counter to its goals, however, such as the focus on the individual clinician rather than on the larger system. Clinicians view malpractice litigation as a random event that inflicts undeserved pain and expense on competent, conscientious professionals. Critics describe a lawsuit lottery that provides a windfall for a few injured patients but fails to compensate the vast majority. In a classic study by Localio, 19 only 2% of negligent injuries resulted in claims and only 17% of claims involved a negligent injury. The key predictor of payment was the patient's degree of disability after injury, not the presence of negligence. 20 In the US, the cost of malpractice insurance premiums varies widely by locale. The overall cost in 2008 was estimated as over $55 billion, approximately 2.4% of total health-care spending. 21 One fear is that the current system encourages defensive medicine-the ordering of tests and procedures with little or no medical benefit for no other reason than to reduce medico-legal risk.
The goals of risk management are both complementary and overlapping with those of professionals working in patient safety and medico-legal practice. These are to promote safe and effective patient care practices, maintain a safe working environment, and protect the financial resources of the health institution. The activities of risk managers overlap substantially with those of patient safety officers and other professionals working in patient safety. Here again, however, the lack of research on risk management hinders practice and decision making.
It is clear that, in handling patient injuries and medico-legal issues, we can do better. Some of the solutions may lie in conventional tort reform, by capping damages or changing liability rules. Broader reform could include changes to the system, such as alternative resolution mechanisms, early offers, medical courts, peer review before trial, no fault insurance, and enterprise liability. However, the impact of these strategies is unknown, and how to proceed is unclear. There is a far too little published research on which to base these decisions. This is the situation that faces us as we re-launch our journal.
The focus of this journal
We have renamed the Journal as Journal of Patient Safety and Risk Management to highlight a dual emphasis on both safety and medico-legal issues. We envision that the Journal will become a leading source of international evidence for a range of decision makers including patients, clinicians, risk managers, healthcare organizations, regulatory agencies, and policy makers.
The mission of the Journal is: To provide health professionals, health-care organizations, and individuals with useful information to promote the quality and safety of health care, to reduce medico-legal risk to practitioners and organizations, and to reduce clinical risk to patients and populations.
Journal of Patient Safety and Risk Management is different from other medical journals that focus on patient safety and health-care quality.
The Journal addresses a broader scope than its forerunner, Clinical Risk. It will step beyond the UK to explore international contexts and contribute to research gaps in low-and middle-income countries. It will also build on the foundation of clinical risk-or risk management-to address the larger topic of patient safety and the quality of health care.
The Journal will combine rigor in thinking, methods, and empirical evidence with real-world experience, so as to be useful to a wide audience of health and medico-legal professionals, managers, policy makers, and the public. The Journal will feature original manuscripts on innovative ideas and interventions, strategies, and policies for improving safety in health care, as well as new measures, methods, and tools. It will also include case reports, proceedings of important conferences, and commentaries on timely issues.
We will pay close attention to issues at the interface between patient safety and medico-legal practice. There will always be goals that are unique to each field of practice, and to a perhaps lesser extent, each area of inquiry. For example, patient risk translates to legal and financial exposure, and organizations and legal practitioners will always have practical goals of reducing exposure, and winning cases. However, there will be areas of unity between the two. We will emphasize these areas of overlap. Where there are conflicts, we will highlight and explore them, particularly where there are opportunities for changes in policy and regulation. A good example is the paper by LeCraw et al., 22 published in this issue, which suggests that a communication and resolution program can reduce time to resolution and reduce liablity costs.
Overall, we welcome articles on research, practice, and policy in patient safety, risk management, and medico-legal issues. These include different approaches to improving safety, methods, such as measures and metrics of safety, or analytic techniques, and targets for improvement. We invite instructive cases for clinical and other practitioners of patient safety, risk management, and the law. We seek the perspectives of all stakeholders, beginning with patient and family members, and including health professionals, risk managers, health-care organizations, lawyers and insurors, and health policy makers.
Collaboration
The Journal benefits from the ongoing collaboration with Peter Walsh 23 This collaboration helps ensure that the Journal will take a patient-centered approach to the evaluation of safety and risk in health care. It is essential that patients themselves be given voice to express their view and perspectives. To truly empower patients in an increasingly evidenced-based world of health care, it is important that they be allowed to be partners at all stages in the research process, including contributing their points of view and helping to manage the Journal.
The Journal also benefits from the Editor in Chief's daily involvement in the work of the Johns Hopkins Armstrong Institute for Patient Safety and Quality, a leading entity devoted to reducing preventable harm and improving patient outcomes. Peter Pronovost 24 also contributes a perspective in this issue on the importance of thinking beyond the most conveniently measured harms.
In addition, we work closely with the WHO program in Patient Safety. Future issues will feature news and perspectives from Geneva on topics of international concern, such as the recently launched Third Global Patient Safety Challenge: Medication without Harm. 25 
